Penetration/perforation
Deep oesophageal ulcers may penetrate into adjacent organs, or perforate into the pleural cavity. The latter is extremely rare, presumably because of perioesophageal fibrosis. Spontaneous perforation into the pleura, itself a rare event, is more common.3 Pericardial perforation has been described on only seven occasions,4 Early diagnosis of perforation, within 24h, should be followed by surgical repair and drainage. Later diagnosis entails pleural drainage, nasogastric aspiration and parenteral nutrition.3 Oesophageal diversion is required rarely, if conservative measures fail.
Penetration into an adjacent viscus is a dramatic event. Of the adjacent vessels, the aorta is the most likely to be involved, although aorto-oesophageal fistula is usually the result of a thoracic aneurysm eroding into the oesophagus. Penetration of a peptic ulcer into the airway has not been described. Presumably the trachea and the bronchus are higher than the usual site of ulceration, and, lower down, the pulmonary parenchyma is protected by peri-oesophageal fibrosis.
Colonic interposition
Following oesophageal resection, continuity may be restored by bringing into the chest either stomach, jejunum or colon. All of these are subject to anastomotic stricture, but reflux oesophagitis after colonic interposition is not described. Rarely, the colonic neo-oesophagus may be the site of peptic ulceration or primary colonic pathology. The figure of 10% for troublesome gastrocolic reflux, quoted by Pantelides and Fitzgerald8 is at variance with other large series.9 The commonest problem after colonic interposition is difficulty in swallowing secondary to colonic stasis. This may result from redundancy of intrathoracic colon, or compression at the hiatus. 9 Gastrocolic reflux may lead to ulceration of the colon, and, as with oesophageal ulcers, these may progress to perforation'0 or penetration into the lung " or aorta.'2 The case reported by Pantelides and Fitzgerald8 adds a fourth possibility, that of penetration into the heart. They are to be congratulated on the successful outcome of their cardiac intervention, which appears to have closed the ventricular component of the fistula. The persistence of leakage from the cologastric component suggests that more radical surgery with resection of the colon and gastro-oesophageal anastomosis might be necessary in such circumstances.
The existence of only four case reports of complicated colonic ulcers after several thousand colonic interposition operations confirms that this procedure has a minimal long-term morbidity.
Inflammatory conditions
Complicated ulcers of the oesophagus, with haemorrhage or fistula, may occur in several inflammatory conditions, of which Crohn's disease is paramount. This condition presents a spectrum of involvement of the oesophagus, which may be affected as the primary site, or may be the site of mild inflammation in a patient with widespread Crohn's disease. Geboes et al." systematically examined 500 patients with Crohn's disease and demonstrated oesophageal involvement in nine (2%). All patients had extensive gastrointestinal and extra-intestinal manifestations, and were extremely ill. All had superficial ulceration of the oesophagus, which resolved rapidly with medical therapy.
In contrast, most of the 40 cases of Crohn's oesophagitis published before that report presented with complications of the oesophageal disease.
Franklin and Taylor'4 described three cases, of which two required oesophageal resection for stricture or fistula. Ghahremani et al." noted slow progression from superficial lesions to stricture and fistula formation. Intramural sinuses and oesophagobronchial fistula also occurred in two cases reported by Cynn et al. '6 The further case reported in this issue'7 emphasizes the difficulty in both diagnosis and management of these complicated cases.
In a patient with Crohn's disease, symptoms of dysphagia should be investigated by both barium swallow and endoscopy with biopsy. The possibility of Crohn's disease of the oesophagus should be considered at every stage. Treatment with steroids should be effective for early disease. When oesophageal disease is advanced with stenosis or fistula, the patient's nutritional deficit should be corrected by enteral or parenteral feeding. Surgical treatment should then be considered, as for complicated Crohn's disease elsewhere in the gut.
Whenever the possibility of Crohn's disease is considered, tuberculosis must be excluded. This is particularly so when there is no active disease elsewhere in the gut, or if there are changes of tuberculosis visible on the chest X-ray.
Superficial oesophageal ulceration may be seen in Behcet's syndrome. 18 
Caustic ingestion
Caustic burns of the oesophagus produce extensive ulceration that heals by fibrosis to form dense fibrous strictures. In the acute phase, haemorrhage may be severe, and transmural burns can lead to severe mediastinitis with tracheal necrosis or aortooesophageal fistula. The outcome is usually fatal in these cases.22 Mercury alkali disc batteries may lodge in the oesophagus after accidental ingestion. They rapidly produce deep penetrating ulcers. The muscle coats may be transgressed after only a few hours and the ulceration may extend into the trachea.23 Complicated caustic injuries are best treated by resection with cervical oesophagostomy, and delayed reconstruction.
Conclusion
The rarity of complicated oesophageal ulcers makes early diagnosis difficult, yet on occasion this may be life saving, if followed by immediate repair of an aorto-oesophageal fistula, for example. Some 
